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Expectancy, the Therapeutic
Alliance, and Treatment Outcome in
Short-Term Individual Psychotherapy

A N T H O N Y  S .  J O Y C E ,  P H . D .
W I L L I A M  E .  P I P E R ,  P H . D .

Patient and therapist expectancies regarding
the “typical session” were measured during a
controlled trial of short-term, time-limited
individual psychotherapy. Relationships
between expectancy ratings and measures of
the therapeutic alliance and treatment
outcome were examined. Significant
relationships were tested in the presence of a
competing predictor variable, either
pre-therapy disturbance (depression) or the
patient’s quality of object relations (QOR).
Expectancies were associated strongly with
the alliance but only moderately with
treatment outcome. In most instances,
expectancy and QOR combined in an
additive fashion to account for variation in
alliance or outcome. The patient’s capacity
for mature relationships and expectancies for
therapy appear to be important determinants
of treatment process and outcome. The
clinical value of establishing accurate,
moderate expectancies prior to therapy is
considered.

(The Journal of Psychotherapy Practice
and Research 1998; 7:236–248)

Expectancies about psychotherapy include
beliefs about the duration of treatment, the

process of therapy, and the outcome of treat-
ment. In 1959 Frank1 suggested that the beliefs
or attitudes a patient brings to therapy have an
important influence on the process and out-
come of treatment. Expectancy variables have
since occupied an awkward place in psycho-
therapy research: while continuing to hold
promise as significant components of the
change process, they have received only in-
consistent empirical support.2

The most reliable finding in the literature
is the direct relationship between the expected
and actual duration of treatment.3 Confirming
any significant effects of expectancy on ther-
apy outcome has been difficult because of
discrepant findings across studies. Methodo-
logical differences may help explain the incon-
sistency of results.2 For therapists’ ratings of
outcome, the effects of outcome expectancy
appear negligible.4 Stronger findings have
emerged when the patient’s ratings are consid-
ered, with expectancy accounting for 8% to
12% of the variation in therapy outcome. Re-
views of research on individual5 and group
therapy6 conclude that expectancy variables
do have some promise as predictor variables
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and should be considered more systematically
by clinicians and researchers.

To deal with certain methodological diffi-
culties, Perotti and Hopewell7 suggest the ef-
fects of expectancy should be differentiated
according to the stage of therapy. Initial out-
come expectancies are subject to revision as
treatment progresses and thus may lose their
predictive power. In contrast, initial expectan-
cies regarding the therapy relationship may be
more important because they represent the pa-
tient’s preparedness for early engagement in,
and presumably benefit from, the treatment
process. We adopted this rationale for an ex-
amination of initial expectancy ratings col-
lected during a controlled trial of short-term
individual (STI) psychotherapy conducted in
Edmonton.8 We predicted that our measures
of expectancy would be strongly and directly
associated with ratings of the therapeutic alli-
ance, but only weakly if at all related to mea-
sures of therapy outcome.

We previously reported that the time-lim-
ited interpretive therapy evaluated in the con-
trolled trial was effective on both statistical and
clinical grounds.8 We also found direct rela-
tionships between patient and therapist ratings
of the therapeutic alliance and treatment out-
come.9 Similar direct relationships have been
highlighted in reviews.10,11 Our present exami-
nation of the relationships of patient and thera-
pist expectancies to alliance and outcome had
four objectives: 

1. To assess the simple relationships between
initial patient and therapist expectancies
regarding the “typical session” and mea-
sures of the therapeutic alliance.

2. To assess relationships between expec-
tancy and therapy outcome. 

3. To assess predictive relationships involv-
ing measures of the degree of confirmation
or disconfirmation of initial expectancies
by subsequent session evaluations col-
lected during the course of treatment.
Frank1 and his colleagues12 argued that the
confirmation of expectancy should be di-
rectly related to therapy benefit.

4. To evaluate the simple relationships be-
tween expectancy and alliance or out-
come against the prediction provided by
two competing variables. One competing
predictor variable was a quantitative mea-
sure of the patient’s developmental level
of interpersonal relations. Our clinical
trial of STI therapy provided evidence that
the patient personality variable quality of
object relations (QOR) was directly re-
lated to the therapeutic alliance and treat-
ment outcome.9 We used the patient’s
initial level of depressive symptoms, based
on pre-therapy scores from the Beck De-
pression Inventory,13 as the second com-
peting predictor variable.

M E T H O D S

The reader is directed to the original report
of the controlled trial8 for methodological de-
tails.

Setting and Procedures

The setting for the clinical trial was the
Psychiatric Walk-In Clinic, Department of Psy-
chiatry, University of Alberta Hospitals Site in
Edmonton. Patients were matched in pairs on
QOR, age, and gender, and then randomly
assigned to immediate or delayed therapy and
to one of eight project therapists. During a
3-year period, 86 of 105 patients who began
therapy completed the protocol. Sixty-four of
these were chosen to form a sample that was
balanced for QOR, treatment condition (im-
mediate vs. delayed), and therapist.

Patients and Therapists

Diagnoses were made by the assessing
therapist according to DSM-III14 after an in-
itial assessment and consultation with a staff
psychiatrist. For the sample of 64 patients, 72%
received Axis I diagnoses, the most frequent
being affective (27%), impulse control (7.8%),
or anxiety (6.3%) disorder. An Axis II diagno-
sis was assigned for 27% of the sample, the most
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frequent being dependent (14%) or avoidant
(5%) disorder. The average age of the patients
was 32 years (SD = 8, range = 21–53 years),
and 62% were female. Three psychiatrists, one
psychologist, and four social workers served as
therapists in the study. Their average age was
40 years, and they had practiced individual
therapy for an average of 11.5 years.

Therapy

The time-limited therapy was dynami-
cally oriented and followed a technical manual
that drew on the approaches of Malan15 and
Strupp and Binder.16 Interpretation and clari-
fication were emphasized relative to support
and direction. Twenty weekly sessions of 50
minutes’ duration were planned; the average
number of sessions attended was 18.8. The
technical nature of the therapy was verified by
a content analysis of therapist interventions for
eight sessions (numbers 4, 7, 9, 11, 14, 16, 18,
and 20), using the Therapist Intervention Rat-
ing System.17 On average, there were 44 inter-
ventions, 11 interpretations, and 5 transference
interpretations per session, confirming that the
therapists had been active, interpretive, and
transference-oriented.

Predictor Variables

Expectancy Variables: Patients completed a se-
ries of expectancy ratings as part of the initial
outcome assessment. The first two sessions of
STI therapy were commonly used for history-
taking and development of rapport. Therapists
completed expectancy ratings after the second
therapy session. Expectancy ratings regarding
the “typical session” were based on a modified
version of Stiles’s Session Evaluation Ques-
tionnaire (SEQ).18 As commonly used, the
SEQ involves the rating of 12 semantic differ-
ential items (e.g., good–bad, easy–difficult) in
response to the sentence stem, “This session
was . . . .” Two scores, based on the underlying
factor structure of the SEQ reported by
Stiles,18 are obtained: Depth-Value represents
the perceived usefulness of the session, and

Smoothness-Ease represents the perceived
comfort of the session. Scores range from a
minimum of 1 to a maximum of 7. To represent
expectancies at pre-therapy and early therapy,
respectively, the patient and therapist rated the
SEQ items in response to the sentence stem,
“The typical therapy session will be . . . .” This
approach allowed us to derive scores for ex-
pected session usefulness (Depth-Value) and
expected session comfort (Smoothness-Ease).

Patients and therapists completed the
usual form of the SEQ after each session. The
two session evaluation scores were aggregated
across all sessions for each participant. The dif-
ference (evaluation minus expectancy) was cal-
culated for each measure for both patient and
therapist, and represented the discrepancy
from expected usefulness (Depth-Value) and
comfort (Smoothness-Ease). Positive discrep-
ancy scores indicated that the overall session
evaluations exceeded initial expectancies
(confirmation); negative scores indicated that
the overall session evaluations failed to meet
initial expectancies (disconfirmation).

Quality of Object Relations: A personality vari-
able, QOR is defined as a person’s internal,
enduring tendency to establish certain types of
relationships with others.19 The dimension
ranges across five levels of object relations
(primitive, searching, controlling, triangular,
and mature). In the clinical trial, the assess-
ment of QOR comprised two 1-hour clinical
interviews.

During the assessment, the lifelong pattern
of relationships is examined. The interviewer
considers the overall pattern of relationships
in terms of behavioral manifestations, regula-
tion of affect, regulation of self-esteem, and his-
torical antecedents for each of the five levels.
The interviewer then distributes 100 points
among the five levels and derives a single
global score ranging from 1 to 9.

At the primitive or low end of the 9-point
scale, relations are characterized by inordinate
dependence, extreme reactions to real or imag-
ined loss, and destructiveness. At the mature
end, relations are characterized by equity and
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the expression of love, tenderness, and con-
cern. It is common for two overall scores of
equal value to represent different patterns of
object relatedness.

Since we conducted the STI therapy trial,
the QOR assessment has been streamlined to
a single hour of interview time, and reliability
has been improved. In the clinical trial, the
reliability between the interviewer and an in-
dependent rater using an audiotape was as-
sessed for a sample of 50 cases. A stringent
index of reliability, the intraclass correlation
coefficient for the individual rater [ICC(1,1)],
was used. A reliability coefficient of 0.50 was
obtained.

For the current investigation, the overall
QOR score (a continuous measure) was used
as a predictor variable.

Initial Disturbance: The pre-therapy score on
the Beck Depression Inventory13 was used to
represent initial disturbance, measured as se-
verity of depressive symptoms prior to ther-
apy. The BDI is a commonly used outcome
measure with established psychometric prop-
erties.

Dependent Measures

Therapeutic Alliance: The alliance was defined
as the nature of the working relationship be-
tween patient and therapist. The two partici-
pants independently rated six 7-point items.
Four “immediate” items were rated after each
therapy session, and two “reflective” items
were rated after each one-third of the therapy
(at sessions 7, 14, and 20). Three immediate
items addressed whether the patient had
talked about private, important material,
had felt understood by the therapist, and was
able to understand and work with the thera-
pist’s interventions. The remaining immediate
item concerned the overall usefulness of the
session. The two reflective items addressed
Luborsky’s concept of the helping alliance
(collaboration and helpfulness).20 Each set of
six item ratings was aggregated across sessions
or thirds; aggregate ratings were then sub-

jected to a principal components analysis. One
patient-rated alliance factor and two therapist-
rated alliance factors (immediate, reflective)
were derived.

Therapy Outcome: The STI therapy outcome
battery included several well-established self-
report and interview measures of the patient’s
psychiatric symptomatology, interpersonal
functioning, and personality functioning. The
patient’s individual target objectives were de-
veloped with the assistance of an independent
assessor. Patient, therapist, and assessor ratings
of target objective distress were included in the
outcome battery. A total of 23 outcome vari-
ables were available; 19 were measured both
before and after therapy (residual gain scores),
and the remaining 4 were measured at post-
therapy only (rated benefit scores). Seven vari-
ables were eliminated because of redundancy
or a low response rate.

TABLE 1. Clinical trial of STI (short-term
individual) therapy: outcome factors
and variables

Variable
Outcome Factors and Variables Loadings

General Symptoms and Dysfunction 
 (39% of variance)
  Emotional reliance21 0.82
  Self-esteem22 0.78
  Depression13 0.76
  Present interpersonal functioning23 0.74
  Anxiety24 0.74
  Symptomatic distress25 0.73
  Life satisfaction 0.60
Individualized Objectives (10% of variance)
 Overall usefulness as rated by patient 0.76
 Target objective severity as rated by patient 0.70
 Overall usefulness as rated by therapist 0.68
 Target objective severity as rated by assessor 0.66
 Work role functioning26 0.48
Social-Sexual Adjustment (8% of variance)
 Sexual role functioning26 0.83
 Social role functioning26 0.52
Target Severity and Family Role 
 Disturbance (7% of variance)
  Target objective severity as rated 
   by therapist 0.73
  Family role functioning26 0.46
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The results of a principal components
analysis of 16 post-therapy outcome variables
are presented in Table 1. The analysis identi-
fied four factors. The first three factors were
retained to represent change due to treatment.
Measures of improvement at post-therapy
were the following: I, General Symptoms and
Dysfunction (patient self-report); II, Individu-
alized Objectives (patient, therapist, and inde-
pendent assessor); and III, Social-Sexual
Adjustment (assessor).

Approach to Analysis

The relationships among the predictor
variables (expectancy, discrepancy, QOR,
BDI), and between the predictor and depen-
dent variables (alliance, outcome), were exam-
ined by using Pearson product-moment
correlation coefficients. Expectancy and dis-
crepancy variables having significant simple
relationships with alliance or outcome were
then considered in a series of hierarchical mul-
tiple regression analyses. The regression analy-

ses assessed the strength of the relationship
against the prediction provided by competing
variables.

The regression analysis for each simple
relationship (expectancy or discrepancy with
alliance or outcome) followed the same se-
quence. On the first step, a competing predic-
tor (QOR or BDI) entered the equation. The
expectancy or discrepancy variable was en-
tered on the second step. The interaction vari-
able (product of the two predictors) was
entered on a third step. The regression was
then repeated with the order of entry of the
two (main effect) predictors reversed. All pre-
dictor variables were centered (the sample
mean subtracted from each patient’s score) to
control for a form of error variance, nonessen-
tial ill-conditioning,27 which is defined as
shared variance that is not due to a real asso-
ciation in the population. Specifically, predic-
tor and dependent variables with similar
measurement scales would contribute to non-
essential ill-conditioning and raise the likeli-
hood of type I error.

TABLE 2. Descriptive statistics for predictor and dependent variables

Variable Name Mean ± SD

Predictor variables
 Session expectancy
  Patient Depth-Value PTDV  5.06 ± 0.90
  Patient Smoothness-Ease PTSE  3.81 ± 0.76
  Therapist Depth-Value THDV  4.56 ± 0.50
  Therapist Smoothness-Ease THSE  4.07 ± 0.52
 Session discrepancy
  Patient Depth-Value PTDVD  0.26 ± 0.58
  Patient Smoothness-Ease PTSED  0.14  ± 0.33
  Therapist Depth-Value THDVD  0.04 ± 0.20
  Therapist Smoothness-Ease THSED  0.03 ± 0.14
 Quality of object relations QOR  4.69 ± 1.17
 Beck Depression Inventory BDI  14.13 ± 10.40

Dependent variables
 Therapeutic alliance
  Patient impression TAP  5.89 ± 0.73
  Therapist immediate impression PET  5.03 ± 0.58
  Therapist reflective impression HAT  4.27 ± 0.72

2Note: The n for the variables ranged between 61 and 64. Outcome factor scores had a mean of 0 and SD of 1.
PT = patient; TH = therapist; DV = depth-value expectancy; SE = smoothness-ease expectancy; DVD =
depth-value discrepancy; SED = smoothness-ease discrepancy.
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R E S U L T S

The noncentered means and standard deviations
for the therapeutic alliance, expectancy, QOR,
and initial disturbance are presented in Table
2. Overall, patients expected that sessions
would be significantly more useful (t = 3.91, df
= 61, P < 0.0001) but significantly less comfort-
able (t = –2.21, df = 62, P < 0.03) than their
therapists did. The mean discrepancy between
session evaluations and expectancies was sig-
nificantly larger (indicating greater confirma-
tion) for patients than for therapists, both for
usefulness (t = 2.97, df = 61, P < 0.005) and for
comfort (t = 3.17, df = 62, P < 0.002). In gen-
eral, most patients reported that the experience
of therapy sessions met or exceeded their in-
itial expectations.

Correlations Between
Predictor Variables

Table 3 presents the intercorrelations
among the 10 predictor variables. Except for
the two therapist expectancy ratings (THDV,
THSE), which were independent, each re-
maining pair of variables (e.g., the two patient
expectancy, two patient discrepancy, and two
therapist discrepancy variables) were signifi-
cantly correlated. Overall, expectancy ratings
were significantly and inversely related to the

respective discrepancy scores. These relation-
ships indicated that the higher the initial ex-
pectancy, the greater the likelihood of
disconfirmation; that is, of a failure of session
evaluations to meet expectations.

Two additional patterns of intercorrelation
were identified. First, confirmation of the pa-
tient’s expectancy of session comfort was asso-
ciated with confirmation of the therapist’s
expectancies of both session comfort and
usefulness. Second, confirmation of the
therapist’s expectancy of session comfort
was directly associated both with lower pa-
tient expectancies of usefulness and confirma-
tion of patient-expected usefulness. These
relationships indicated a degree of patient–
therapist interdependence in the evaluation of
whether initial expectancies were confirmed
by the actual experience of therapy sessions.

QOR was independent of the expectancy
and discrepancy variables and was inversely
related to initial disturbance. Patient expectan-
cies were inversely related to initial distur-
bance: the greater the patient’s depressive
symptoms at pre-therapy, the lower the expec-
tancies of session usefulness and comfort.

Simple Predictions

Table 4 presents the simple relationships
among the 10 predictor variables (QOR, initial

TABLE 3. Intercorrelations of predictor variables

Variables PTSE THDV THSE PTDVD PTSED THDVD THSED QOR BDI

Session expectancy
 Patient Depth-Value 0.37** 0.09 0.12 –0.70*** –0.40** –0.08 –0.27* 0.08 –0.40**
 Patient Smoothness-Ease 1.0 0.01 0.02 –0.42** –0.42** –0.12 –0.17 –0.10 –0.34**
 Therapist Depth-Value 1.0 0.00 –0.25 –0.22 –0.56** –0.44** 0.07 –0.06
 Therapist Smoothness-Ease 1.0 –0.06 0.02 –0.26* –0.26* 0.14 0.05

Session discrepancy
 Patient Depth-Value 1.0 0.55** 0.16 0.31* 0.15 0.22
 Patient Smoothness-Ease 1.0 0.36** 0.43** 0.04 0.07
 Therapist Depth-Value 1.0 0.77*** –0.04 –0.03
 Therapist Smoothness-Ease 1.0 –0.15 0.07

Quality of object relations 1.0 –0.32*

2Note: Range of n’s for the correlations was 62–64. Abbreviations of variables are defined in Table 2.
*P < 0.05; **P < 0.01; ***P < 0.001.
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disturbance, 4 expectancy, 4 discrepancy) and
the 6 dependent variables (3 therapeutic alli-
ance, 3 post-therapy outcome).

From previous work,9 we knew that QOR
was directly associated with the patient-rated
alliance, the therapist-rated reflective alliance,
and improvement on two of the three outcome
factors (I and II). The BDI score was inversely
associated with the patient-rated alliance.

Expectancy and Alliance: Three expectancy–
alliance relationships were identified, each in-
volving a distinct pair of expectancy and
alliance variables associated with the same
rating source. First, the patient’s expectancy of
usefulness was directly associated with the pa-
tient-rated alliance. Second, the therapist’s ex-
pectancy of usefulness was directly associated
with the therapist-rated immediate alliance.
Third, the therapist’s expectancy of session
comfort was directly associated with the thera-
pist-rated reflective alliance. These correla-
tions indicated that expectancy accounted for
18% to 40% of the variation in alliance ratings.

Expectancy and Outcome: Expectancies regard-
ing session comfort were directly associated

with improvement at post-therapy. Three sig-
nificant relationships were identified, each in-
volving one of the three outcome factors. The
patient’s expectancy of session comfort was
directly associated with benefit on General
Symptoms and Dysfunction (I) and Social-Sex-
ual Adjustment (III). The therapist’s expec-
tancy of session comfort was directly
associated with benefit on Individualized Ob-
jectives (II). These correlations indicated that
expectancy accounted for 7% to 10% of the
variation in outcome scores. This was consid-
erably less than the variation of alliance ac-
counted for by expectancy.

Discrepancy and Alliance/Outcome: Confirmation
of each of the patient’s initial expectancies
(usefulness, comfort) was directly associated
with the therapist’s rating of the reflective alli-
ance. Discrepancy scores were not signifi-
cantly associated with therapy outcome.

Multivariate Relationships

Expectancy–Alliance: Three relationships were
tested: patient-expected usefulness and patient
alliance; therapist-expected usefulness and

TABLE 4. Simple relationships between predictor and dependent variables

       Dependent Variables
Alliance Outcome

Predictor Variables TAP PET HAT   I II III

Quality of object relations 0.29* 0.05 0.28* –0.25* –0.35** –0.07

Beck Depression Inventory  –0.27* –0.17 –0.04 0.10 0.14 0.14

Session expectancy
 Patient Depth-Value 0.46*** 0.18 0.00 –0.06 –0.15 –0.03
 Patient Smoothness-Ease 0.09 0.00 –0.23 –0.26* –0.02 –0.31*
 Therapist Depth-Value –0.07 0.63*** 0.15 –0.06 –0.24 –0.19
 Therapist Smoothness-Ease 0.13 0.14 0.42*** –0.19 –0.31* 0.03

Session discrepancy
 Patient Depth-Value 0.02 –0.08 0.26* –0.14 –0.14 0.03
 Patient Smoothness-Ease 0.04 –0.05 0.26* –0.03 –0.06 0.08
 Therapist Depth-Value –0.02 –0.17 0.06 0.01 0.02 0.23
 Therapist Smoothness-Ease –0.15 –0.18 –0.03 0.23 0.17 0.18

2Note: Range of n’s of the correlations was 62–64.  TAP = patient-rated impression; PET = therapist-rated
immediate impression; HAT = therapist-rated reflective impression of the therapeutic alliance.  I = General
Symptoms and Dysfunction; II = Individualized Objectives; III = Social-Sexual Adjustment.
*P < 0.05.  **P < 0.01.  ***P < 0.001.
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therapist immediate alliance; and therapist-
expected comfort and therapist reflective alli-
ance. For the first relationship, initial
disturbance (depression) was considered as
the first competing predictor variable. Initial
disturbance was predictive of the patient-rated
alliance, as described above. However, in the
presence of the expectancy variable (patient
usefulness), this contribution did not attain
significance. In all of the remaining analyses,
the pre-therapy BDI score was found not to
account for significant proportions of criterion
variance. As a competing predictor variable,
initial disturbance will not be addressed fur-
ther.

Remaining with the patient-expected use-
fulness–patient alliance relationship, our next
step in the analysis was to consider QOR as a
competing predictor variable. Table 5 presents
the regression analysis. Both predictors (QOR,
expectancy) were significant, but the inter-
action was not. Proportions of alliance vari-
ance accounted for were averaged across the
pair of regression analyses conducted to test
each expectancy–alliance relationship. QOR
accounted for 7%, and the expectancy variable
for an additional 26%, of the variation in the
patient-rated therapeutic alliance.

Therapist-expected usefulness emerged as
the only significant predictor of the therapist-
rated immediate alliance. For the relationship
between therapist-expected comfort and the
therapist-rated reflective alliance, a similar pat-
tern of findings was evident: both predictors
(expectancy and QOR) were significant, and

the interaction was not. QOR accounted for
7%, and the expectancy variable for an addi-
tional 16%, of the variation in the therapist-
rated reflective alliance.

Expectancy–Outcome: Three relationships were
tested: patient-expected comfort and General
Symptoms and Dysfunction (I); patient-ex-
pected comfort and Social-Sexual Adjustment
(III); and therapist-expected comfort and In-
dividualized Objectives (II). Analyses with
QOR as the competing predictor again re-
sulted in important findings.

Table 6 presents the results of the regres-
sion analysis for General Symptoms and Dys-
function (I). QOR and patient-expected
comfort both emerged as significant predic-
tors, but the interaction did not. Each predictor
accounted for roughly 7% of the variance in
symptomatic improvement. Patient-expected
comfort emerged as the only significant pre-
dictor of Social-Sexual Adjustment (III). For
Individualized Objectives (II), both predictors
emerged as significant, and the interaction did
not. QOR accounted for approximately 11%
of the variance in improvement, and therapist-
expected comfort accounted for an additional
8% of outcome variance.

Discrepancy–Alliance: The two patient discrep-
ancy variables having significant relationships
with the therapist’s reflective alliance were
themselves highly correlated (r = 0.55, df = 60,
P < 0.0001). To maintain consistency with the
other analyses, separate regression analyses

TABLE 5. Patient Depth-Value expectancy as a predictor of patient alliance (TAP)

Overall Partial
Step and Variable R2 ∆ R2 F df P F df P

Competing predictor:  QOR
1. QOR 0.08 5.56 1,62 0.03
2. PTDV 0.33 0.25 14.85 2,61 0.0001 22.76 1,61 0.0001

Reverse order of main effects
1. PTDV 0.27 22.48 1,62 0.0001
2. QOR 0.33 0.06 14.85 2,61 0.0001 5.46 1,61 0.03
3. Interaction 0.36 0.03 11.03 3,60 0.0001 2.82 1,60 0.11

2Note: QOR = quality of object relations; PTDV = patient-rated expectancy of session Depth-Value.
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were conducted to test the strength of each
discrepancy–alliance relationship on its own.

For the regression analysis involving dis-
crepancy scores for patient-expected useful-
ness, QOR and the discrepancy variable both
emerged as significant predictors of the alli-
ance, but the interaction did not. For the analy-
sis involving the discrepancy scores for
patient-expected comfort, there was evidence
for significant independent contributions by
each predictor and for the interactive effect.
Table 7 presents the result of the regression
analysis. QOR accounted for approximately
8%, patient comfort accounted for approxi-
mately 7%, and the interaction accounted for
an additional 9% of the variance in the thera-
pist-rated reflective alliance. The interaction
indicated that the greater the confirmation of
the patient’s expectancy (the more positive the
discrepancy between experienced and ex-
pected comfort), the stronger the direct effect
of the patient’s QOR on the therapist’s general
perception of the alliance.

Expectancy and Alliance as
Joint Predictors of Outcome

We returned to the expectancy variables
at this point in the analysis. We were interested
in whether expectancies would still signifi-
cantly account for outcome variance when the
prediction afforded by the therapeutic alliance
was considered first. Three hierarchical regres-
sion analyses were conducted. For outcome

factor I (General Symptoms and Dysfunction),
the predictors were QOR, each of the alliance
variables in turn, and patient-expected com-
fort. QOR accounted for 7% of outcome vari-
ance, as above, but when alliance and
expectancy were in the equation the direct ef-
fect of QOR was no longer significant. Alliance
accounted for 7% to 13% of outcome variance;
each alliance variable provided for significant
prediction in the regression. The patient ex-
pectancy rating, when entered last, accounted
for an additional 6% to 14% of outcome vari-
ance and was also a significant predictor in
each analysis. For outcome factor II (Individu-
alized Objectives), the predictors were QOR,
the alliance variables, and the therapist’s ex-
pected comfort. QOR accounted for 12% and
the alliance for 19% to 22% of outcome vari-
ance, but therapist expectancy did not provide
for a significant additional contribution. For
outcome factor III (Social-Sexual Adjustment),
the predictors were the alliance variables and
patient-expected comfort. Only the expec-
tancy variable accounted for significant out-
come variance (9%–11%). These additional
analyses indicated that patient expectancy, but
not therapist expectancy, provided for a sig-
nificant prediction of outcome over and above
the prediction afforded by the alliance.

D I S C U S S I O N

We studied patient and therapist expectancy
ratings as potential predictors of the therapeu-

TABLE 6. Patient Smoothness-Ease expectancy as a predictor of improvement on outcome factor I,
General Symptoms and Dysfunction

Overall Partial
Step and Variable R2 ∆ R2 F df P F df P

Competing predictor:  QOR
1. QOR 0.06 4.23 1,62 0.05
2. PTSE 0.15 0.09 5.18 2,61 0.008 6.46 1,61 0.02

Reverse order of main effects
1. PTSE 0.07 4.48 1,62 0.04
2. QOR 0.15 0.08 5.18 2,61 0.008 5.74 1,61 0.03
3. Interaction 0.15 0.00 3.49 3,60 0.03 0.0 1,60 0.99

2Note: QOR = quality of object relations; PTSE = patient-rated expectancy of session Smoothness-Ease.
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tic alliance and treatment outcome. The analy-
ses demonstrated that expectancies regarding
the experience of therapy sessions are strongly
and directly related to the quality of the thera-
peutic alliance. Relationships between expec-
tancy and outcome proved to be less strong
but still substantial. In the multivariate analy-
ses, expectancy variables frequently combined
additively with quality of object relations in
accounting for variation in alliance and out-
come. In an analysis examining the joint pre-
diction of outcome, QOR, the alliance, and
patient expectancy were found to inde-
pendently contribute to therapy benefit. We
will consider the results and their clinical im-
plications in the sequence that was followed in
the preceding section.

The simple descriptive analyses (direct
comparisons of patient and therapist ratings,
correlations among the predictor variables)
proved to be quite informative. High expec-
tancies were clearly related to the experience
of disconfirmationthat is, disappointment
with actual therapy sessions. In direct compari-
sons of the expectancy ratings, patients ex-
pected significantly more session usefulness
but significantly less session comfort than
therapists. To put this another way, therapists
had moderate expectancies about therapy
sessions relative to patients. The two therapist
expectancy variables were found to be inde-
pendent of one another, which also suggested
that the therapists had a more differentiated
picture of the therapy process. In effect, it is
likely that therapists “know what to expect” as

therapy begins. This clinical understanding of
the therapy process should be employed dur-
ing the preparation phase to modify any pa-
tient expectations that appear to be overly
optimistic or idealized.

Correlations between patient and thera-
pist discrepancy scores indicated that there is
a clear dyadic interdependence when session
experiences are evaluated against expectan-
cies. Patient discrepancy scores were signifi-
cantly more positive than were therapist
discrepancy scores. For the patients, the actual
experience of therapy was generally in line
with or exceeded their expectations, suggest-
ing that for most of them, therapy was a rea-
sonably positive experience.

Overly optimistic or idealized expecta-
tions thus may not be a frequent occurrence,
but they should definitely be addressed if they
are identified early in the treatment process.
Ensuring that the patient has reasonable ex-
pectancies about the treatment experience will
militate against disappointment. Although this
point was not addressed by our analyses, it is
also possible that reasonable expectancies that
are shared by the patient and therapist would
be even more strongly associated with the
quality of the therapeutic collaboration.

Substantial expectancy–alliance relation-
ships were identified. For patients and thera-
pists, expectancies of session usefulness were
directly associated with the strength of the re-
spective alliance ratings. Beginning therapy
with the expectation that individual sessions
will be productive may help ensure that the

TABLE 7. Patient Smoothness-Ease discrepancy as a predictor of therapist reflective alliance (HAT)

Overall Partial
Step and Variable R2 ∆ R2 F df P F df P

Competing predictor: QOR
1. QOR 0.08 5.44 1,62 0.03
2. PTSED 0.14 0.06 5.03 2,61 0.01 4.26 1,61 0.05

Reverse order of main effects
1. PTSED 0.07 4.37 1,62 0.05
2. QOR 0.14 0.07 5.03 2,61 0.01 4.96 1,61 0.03
3. Interaction 0.23 0.09 6.02 3,60 0.001 7.01 1,60 0.01

2Note: QOR = quality of object relations; PTSED = patient-rated discrepancy of session Smoothness-Ease.

JOYCE AND PIPER 245

JOURNAL OF PSYCHOTHERAPY PRACTICE AND RESEARCH



therapy relationship is also productive, or at
least is perceived as productive. The therapist’s
expectancy of session comfort was directly as-
sociated with his or her rating of the reflective
alliance. This relationship suggests that if the
therapist believes he or she will be comfortable
in the therapy, again perhaps as a result of a
productive preparation, more general percep-
tions of the treatment relationship will also turn
out to be positive.

Expectancy–outcome relationships were
notably smaller in absolute value than expec-
tancy–alliance relationships. This discrepancy
supports the findings of Perotti and Hopewell,7

which suggest that expectancies may have more
direct effects on the establishment of the thera-
peutic alliance than on the actual outcome of
treatment. Expectancies regarding session
comfort were nonetheless clearly associated
with treatment benefit. For patients, who com-
pleted these ratings prior to meeting the thera-
pist, expectancies of session comfort may have
reflected “preparedness” and a positive inten-
tion to engage in meaningful self-examination.
For therapists, who completed ratings after two
sessions, expectancies regarding comfort may
have reflected positive impressions of the pa-
tient and of the potential for collaboration.

Patient expectancies of comfort were di-
rectly associated with symptom improvement
and overall adjustment in social activity and
intimate relationships. Expecting sessions to
be relatively comfortable may indicate open-
ness to the relationship with the therapist and
the process of therapy. A simple assessment of
the patient’s expectancy of session comfort
could be used as an early indicator of potential
change in symptomatic and interpersonal dis-
tress. Therapist expectancies of comfort were
directly associated with positive change on in-
dividualized objectives for therapy. Therapist
expectancies of comfort may reflect an estima-
tion of the potential for collaboration on the
patient’s problems, involving judgments about
appropriateness and capacity for therapy, the
usefulness of any preparation, and the thera-
pist’s own experience with treatment for simi-
lar problems.

Relative to expectancy ratings, the discrep-
ancy scores were less fruitful as predictor vari-
ables. Confirmation of the patient’s expectancies
was directly associated with the therapist’s reflec-
tive alliance. If the patient finds that sessions meet
or exceed expectations, the therapist’s general
perception of the therapeutic alliance is positive.
A reasonable confirmation of the patient’s ex-
pectancies may represent a therapist objective
for the early stages of therapy.

Multivariate analyses aimed at testing the
robustness of the simple relationships involv-
ing the expectancy and discrepancy variables.
The competing predictors included an index
of the patient’s capacity for healthy interper-
sonal relationships (QOR) and an established
measure of initial symptomatic distress (BDI).
The first set of regression analyses considered
the three expectancy–alliance relationships.
Initial disturbance was eliminated as a signifi-
cant predictor in one analysis, and it did not
have a significant relationship with the crite-
rion in any subsequent analyses. QOR was sig-
nificant as a competing predictor in two of three
analyses, in each case accounting for roughly 7%
of the variation in the quality of the therapeutic
alliance. In sharp contrast, expectancy was a sig-
nificant predictor in all three analyses and ac-
counted for a large proportion (16%–40%) of
variation in the alliance. The prediction provided
by QOR and expectancy was additive.

This finding has implications for the selec-
tion and preparation of patients for short-term
interpretive therapy. A capacity to establish a
good working relationship (selection) and the
expectation that work will occur comfortably
and productively during therapy sessions
(preparation) are strongly associated with a
positive therapeutic alliance.

The second set of regression analyses
tested the three expectancy–outcome relation-
ships. A similar pattern of findings emerged.
QOR was predictive of improvement in two
of three analyses. In all three analyses, the
expectancy variable made a significant single
or additional contribution to the prediction.
Expectancy accounted for roughly 8% of out-
come variance in each instance.
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The third set of regression analyses con-
sidered the relationships between confirma-
tion of the two patient expectancies and the
therapist-rated reflective alliance. When the
patient discrepancy score for expected useful-
ness was used as a predictor, the familiar pat-
tern of findings emerged: both quality of object
relations and the discrepancy variable ac-
counted for significant proportions of alliance
variance, but the interaction did not. The
therapist’s rating of the general quality of the
therapeutic alliance was elevated when the pa-
tient presented with a good capacity for inter-
personal relationships and a belief in the
usefulness of the therapy process.

When the patient discrepancy score for
expected comfort was used as a predictor, all
three effects (QOR, patient discrepancy, and
the interaction) emerged as significant. Thus,
confirmation of the expectancy that sessions
would be comfortable increased the likelihood
that the patient’s capacity for satisfying rela-
tionships would be put to use in the work of
therapy. Ensuring that the patient is comfort-
able with the demands of the therapy process
prior to and during sessions allows for the de-
velopment of the best possible patient–thera-
pist relationship. This multiplicative effect
represented an important independent contri-
bution to the prediction of the therapist-rated
reflective alliance.

The final set of regression analyses was
prompted by our interest in the joint prediction
of outcome by three variables: the quality of ob-
ject relations, the therapeutic alliance, and ex-
pectancy. If expectancy accounted for outcome
variance over and above the contributions of
QOR and the alliance, this would underscore
the importance of the relationship. The results
showed that symptomatic improvement was
strongly predicted by the alliance and the pa-
tient’s expectancy of session comfort; QOR was
eliminated as a predictor when these variables
were present in the regression equation. Change
on individualized objectives was predicted by
QOR and the alliance, but not by therapist
expectancy. Change in broader overall adjust-
ment was predicted solely by the patient’s

expectancy of session comfort.
Taken together, the results of these addi-

tional analyses suggest two conclusions. First,
patient expectancies are strong predictors of
therapy outcome, but therapist expectancies
are not. Second, the patient’s capacity for a
good relationship, the patient’s expectancy
that the therapy sessions will be comfortable,
and the actual experience of a strong therapeu-
tic alliance all represent consistently strong de-
terminants of therapy benefit.

The strength of our findings with measures
of patient and therapist expectancy was some-
what of a surprise, particularly given the sim-
plicity of the expectancy rating. The findings
clearly argue for the preparation of patients for
short-term, time-limited individual psycho-
therapy. Referring therapists, or the treating
therapist at the time of a treatment contract,
should seek to reinforce moderate patient ex-
pectancies. Overly high expectancies are likely
to be painfully disconfirmed and perhaps in-
crease the likelihood of a treatment dropout.
Reasonable expectancies represent one goal
for the patient’s preparation for therapy. In
terms of expectancies regarding session useful-
ness, the patient should understand that each
session contributes to overall benefit and by
itself is unlikely to have dramatic effects on the
presenting problem.

In terms of expectancies regarding session
comfort, the patient should be clear that some
degree of session difficulty is associated with
the hard work of a successful psychotherapy.
After therapy has actually started, one aspect
of the therapist’s activity should be to engage
the patient in a “good” working process28 and
reinforce the patient when this is achieved.

Confirming an early expectancy that ses-
sions can be productive and comfortable may
make it more likely that the patient and thera-
pist will be able to establish a good working
relationship. This confirmation can also allow
the patient’s capacity for healthy relationships
to come more fully to the fore in the therapy
process. In turn, the patient’s actual experience
of a strong alliance can be the foundation for
a successful treatment outcome.
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